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symptoms after onset is rapid; medical attention
tends to be sought shortly after onset of such
symptoms and, frequently, a previous history of
psychiatric disturbance exists. Patients tend not
to conceal but to emphasize their disability, and
there is often early and prominent loss of social
skills. Preservation of attention and concentration
is common, disturbance in remote memory is often
as severe as that for recent memory and patients
tend to give "don't know" answers rather than
near-miss responses.

It is important to rule out treatable metabolic
or structural disease through careful physical
examination and ancillary studies such as com-
puted cerebral tomography. However, because
enlarged cortical sulci and ventricular dilatation
on computed tomographic (CT) scans do not
necessarily imply the existence of dementing ill-
ness, the recognition of pseudodementia in the
presence of cerebral atrophy must be made on
clinical grounds. In this process, psychometric
evaluation, including neuropsychological assess-
ment, may be invaluable. Equally important, an
accurate psychiatric diagnosis must be established
to effect appropriate treatment interventions.

EDWARD H. LISTON, MD
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The Therapeutic Alliance and the
Outcome of Psychotherapy
THE IMPORTANCE OF establishing and maintaining
a therapeutic alliance in psychotherapy has been
a subject of intense clinical interest since Freud's
early attempts to define the treatment relationship.
The therapeutic alliance has meant an attitude of
positive regard between a patient and therapist,
the patient's experience of the therapist as sup-
portive and helpful and a sense that the patient
and therapist are working together to restore the
patient's well-being. There is an agreement be-
tween them concerning the techniques and ob-
jectives of their collaboration.

The contribution of such a cooperative relation-
ship to the success of psychotherapy is an accepted
clinical dictum in diverse psychotherapeutic
schools. What is novel, however, is a recent con-
vergence of evidence among psychotherapy re-
searchers to support this clinical lore. At the 1980

Society for Psychotherapy Research meetings in
Asilomar, California, five research centers working
independently in the United States and Canada
reported carefully instituted and reliably rated use
of the Therapeutic Alliance Scales. In each in-
stance raters, who had no knowledge of the treat-
ment outcomes, scored audiotapes or transcripts
of selected early and late psychotherapy sessions.
The ratings were predictive of outcome; a positive
alliance was associated with success in psycho-
therapy and a poor alliance was related to persist-
ent symptomatic distress and social functioning
disturbances. In one study, the patient's contribu-
tion to the alliance was decisive. Further, ratings
of early treatment hours were predictive of out-
come, suggesting that by the third to fifth session
an attitudinal-affective climate had been created
in the therapist-patient relationship that was rela-
tively stable and was a useful prognostic indicator.

These studies have implications for both the
practice and evaluation of psychotherapy because
they show agreement between hypothesis-.gen-
erating, descriptive clinical reports and hypoth-
esis-testing research studies. This research is
being followed with interest by clinicians who,
historically, have ignored scientific evaluations of
psychotherapy as esoteric, irrelevant or incom-
prehensible in relation to the real-life dilemmas of
treating patients. Additionally, because the quality
of the therapeutic alliance established early in
treatment is predictive of the outcome, cases could
be monitored while therapy is in progress, thereby
permitting therapists to introduce new strategies
to counter negative trends and avert treatment
failures. CHARLES MARMAR, MD
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Cholinergic Hypersensitivity in
Patients With Affective Disorders
CONSIDERABLE EVIDENCE INDICATES that depres-
sion may reflect increased central acetylcholine
activity, relative to catecholaminergic or sero-
tonergic activity, and that mania may be due to
the converse mechanism. Most antidepressant
drugs have anticholinergic or acetylcholine-sup-
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pressant properties, and those drugs which can
induce depression, such as reserpine, generally
increase cholinergic activity. Supporting the pos-
sibility that acetylcholine is involved in the regu-
lation of affect are observations that physostig-
mine, a centrally acting cholinesterase inhibitor that
increases brain acetylcholine, (1) causes a rapid
and dramatic antagonism of manic symptoms, as
well as anergy and mild depression in patients with
bipolar affective disorders, (2) antagonizes methyl-
phenidate-induced euphoria and psychostimulation
and (3) causes a severe depressed mood in mari-
juana-intoxicated normal subjects. Similarly, cho-
line, an acetylcholine precursor, can cause in-
creases in depression in patients with tardive
dyskinesia.

In addition, evidence exists that patients with
affective disorders may be relatively more sensi-
tive than normal persons and patients with non-
affective disorders to such cholinergic agents as
physostigmine and arecholine. While most people
become anergic after receiving physostigmine, in
normal volunteers a depressed mood develops in-
frequently after receiving physostigmine. However,
depression often develops in patients with an
affective component of their illness, such as manic,
depressive and schizoaffective conditions, and in
euthymic patients with a history of affective dis-
orders after they have received physostigmine.
Similarly, deanol, a presumed acetylcholine pre-
cursor, has been found to cause selectively the
development of affective symptoms in patients
with tardive dyskinesia who have had a past his-
tory of an affective disorder. Also, patients with
affective disorders appear to be relatively more
reactive to the anergic, inhibitory, negative-mood-
inducing and emetic effects of physostigmine.
Furthermore, rapid eye movement (REM) latency,
an acetylcholine-sensitive sleep determination that
measures the time from onset of sleep until onset
of the first REM period, is more sensitive to being
decreased by cholinergic agents in patients with
affective disorders than in normal subjects.

Thus, acetylcholine may be involved directly
or indirectly in the regulation of affect, and pa-
tients with affective disorders appear to be more
sensitive to the effects of cholinomimetic drugs.

DAVID S. JANOWSKY, MD
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Cognitive and Behavioral
Psychotherapeutic Approaches to
Depression
BEHAVIORAL AND COGNITIVE-BEHAVIORAL forms
of treatment for nonbipolar, nonpsychotic out-
patients suffering from depression focus on teach-
ing them specific skills in a structured, time-limited
context (usually in 12 to 20 sessions). Patients
are given a rationale that describes the relation-
ship between mood and behavioral or cognitive
patterns; they are taught methods to alter these
patterns in a manner that will decrease the proba-
bility of debilitating depression; they are instructed
to practice their newly acquired skills outside the
therapy sessions and they are encouraged to at-
tribute the therapeutic change to their continued
use of these skills in their everyday life. The
theoretical effect of these techniques is to increase
a patient's feelings of self-efficacy, to reduce feel-
ings of hopelessness and helplessness and to avoid
creating continued dependence on the therapist.

The directive nature of these therapies has lent
itself to the development of manuals and texts
that describe the treatment techniques in great
detail. Beck and his colleagues at the University
of Pennsylvania have developed and tested a
cognitive-behavior therapy manual, which is now
being evaluated in a major National Institute of
Mental Health (NIMH) collaborative treatment
outcome study. An earlier study has suggested
that Beck's approach may be more effective than
use of imipramine alone because of its lower treat-
ment dropout rate and greater reduction in depres-
sion level. Patients' pessimistic assumptions and
beliefs, the dysfunctional way they construe their
world, and such logical distortions as overgenerali-
zation, mislabeling and arbitrary inferences are
identified and altered. At the same time, home-
work that focuses on daily behavior is used to
facilitate improvement.

Lewinsohn and colleagues at the University of
Oregon have developed a more behavior-oriented
approach. Patients keep daily records of their
pleasant activities and interpersonal contacts and
their thoughts. They are taught to identify those
activities or thoughts (or both) that most affect
their mood and are then trained to alter them
using social learning self-control methods. Patients
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